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INTRODUCTION America’s Other Drug Crisis


On a bright morning in May 2014, an amateur search party stepped onto a crumbling cliffside studded with stinging nettles and rattlesnake-infested shrubs. In front of the crew was an endless expanse of blue sky and snow-topped mountains. Beneath them, a near vertical drop into the San Bernardino National Forest, and its canopy of towering, swaying Bristlecone pines. The search party skidded down the incline as brush, dust, and rocks dislodged from the dry sandy soil and hurtled into the canyon, a mile down below. They were looking for the remains of 21-year-old Donavan Doyle, presumed dead. In fact, he had last been seen outside a quaint 1940s inn perched on the top of the mountain where the searchers now stood. That inn had an unusual purpose—as a drug rehab facility.

Donavan’s parents had heard all sorts of stories from Above It All Treatment Center in Skyforest, California, and none provided a clear picture of what happened the day their son went missing. The for-profit rehab industry was rapidly expanding to meet the growing demand for treatment services that were now covered under the Affordable Care Act, and with this expansion came a meteoric rise in business practices intended to maximize profits—often at the expense of patient care. Each week Donavan Doyle had been at Above It All he seemed to get worse. Unbeknownst to the Doyles, even the employees at Above It All had grown concerned about Donavan’s treatment. Donavan had started wetting the bed. One employee thought he was being overmedicated and that Donavan needed more intensive treatment services, which Above It All could not provide. Donavan routinely begged his parents to pick him up and take him home—requests that were denied at the recommendation of the rehab’s owner. But it wasn’t until Donavan refused to attend group sessions—preventing the program from collecting all his insurance benefits—that Above It All decided to discharge Donavan from their program. By that point, about two weeks in, the rehab had already billed more than $14,000 for its services. That’s when Donavan’s counselor told him that he had to leave. A scuffle broke out. Then Donavan walked off, disappearing into the fog, without a trace. Eight months later, the Doyles were still looking for answers.

The crew descended the cliff carefully in a zigzag formation, carrying yellow caution tape to mark whatever they found. Donavan’s father, Shannon, was among them. He was joined by a retired crime-scene investigator, but all the searchers were volunteers—mostly local townspeople who had worried for years about Above It All’s expansion into their small town. At first, the locals were angry about the program’s proximity to a school bus stop and the tattooed men they saw milling about. When they encountered the Doyles walking door to door, they had offered to help organize the search, more familiar with the rocky cliffside terrain than Shannon, a longtime truck driver from Fresno, whose heart thudded rapidly in the 90-degree heat. He carried only a plastic water bottle, squeezed into the back pocket of his pants, while he struggled to remain upright on the shifting soil.

While Shannon clung desperately to the mountainside, Donavan’s mother, Cyndi, clung to another local volunteer, a woman named Wendy McEntyre. Wendy had joined the search party because she, too, had lost a son. The two women were a striking sight: Cyndi was short and round with a blond bob; Wendy was tall and lanky with a slight stoop and a frazzled blond coif. It had been almost ten years since Wendy’s son had overdosed and died at a sober-living home. Following his death, she left her high-paying job as a mortgage broker, sold her suburban home in a wealthy Los Angeles suburb, and moved to this mountain community. She’d made it her mission to force a change in the rehab industry. She was so loving that she had cried with the Doyles at their first meeting. “You can tell how much she cares,” Cyndi later told me. “When you’re in pain, she’s in pain.” At the same time, Wendy could be so zealous in her pursuit of justice that—to bureaucrats and detractors—she could come across as unhinged.

Wendy didn’t think they’d be able to find Donavan. It had been too long, and winters in the mountain were too extreme. But she knew her presence could help the Doyles accept whatever was to come.

The crew was almost 3,500 feet down when one of the searchers lost his footing. He cried out, the two hikers below him hurling themselves out of the way as he hurtled down the steep stope, clawing clods of loose dirt and rocks until he came to a stop. Covered in leaves and dust, the man rose to his knees and noticed something in the brush. It was a wallet. “Shannon,” he called out. The father quickly confirmed it was his son’s. They had bought it at an outlet mall on their drive to Above It All.

As Shannon stared at the wallet, the searchers continued on. Someone found Donavan’s Nike sweatshirt, which was inside out with bite marks on it, as though animals had gnawed through it. They saw what appeared to be broken bones. And then they saw a skull, resting in a cluster of fallen trees. It was brown and gray, with several broken teeth—a detail that later stood out to Shannon because Donavan had always had beautiful straight teeth. The group marked the location of the remains with the yellow caution tape. Shannon swallowed down his growing panic, and the search party began the difficult climb to the top.

The San Bernardino County Sheriff’s Office, which had already classified Donavan’s disappearance as voluntary, declined to dispatch its homicide unit to the scene. The next day, the agency confirmed the identity of the remains and reaffirmed their stance: This was not a suspicious death. The medical examiner soon reached a similar conclusion. Donavan had been staying at Above It All “for drug-related issues,” the examiner wrote. “Attempts have been made to speak with family regarding Donavan’s social history and medical history. Due to poor telephone reception and other issues, we have not been able to make contact.” The coroner ruled Donavan’s cause of death as “undetermined,” but said that “exposure to the elements [was] a distinct possibility.” The case was closed.

For the Doyles and for Wendy McEntyre, however, it was just the beginning. Wendy was used to hearing drug-addicted people blamed for their own deaths. Her own son’s death had been ruled an accident. But after years of digging, she was convinced that negligent care and a lack of oversight had contributed to his fatal overdose. To her, it seemed there might also be more to Donavan’s disappearance.

How did a young man from a loving family living five hours away end up at a rehab in the mountains of San Bernardino? How had Donavan Doyle managed to leave this rehab—blindly, into the fog, without a trace? And why was Above It All allowed to continue operating without any further investigation?

The story behind Donavan’s death would reveal a largely hidden world that reached far beyond Wendy’s mountain town. It was almost exclusively populated by desperate and addicted people who had been lured to rehab with the promise of a cure for what ailed them, only to repeatedly falter and fail inside a system that treated them like dollar signs. This was the world of addiction treatment, with thousands of programs scattered across the country that were mostly shielded from public view. This system had been transformed and emboldened by federal policies, but was ultimately governed by a uniquely American approach to addiction treatment: a philosophy that lurched between personal responsibility and punishment, all while driven by the need for profit. The industry was shockingly under-scrutinized, considering the scope of America’s addiction crisis, which has killed more Americans each year than died in the entire length of the Vietnam war. The stark truth was that there would be no solving America’s opioid epidemic unless the country developed an effective addiction-treatment system. And until a growing group of people like Shannon and Cyndi Doyle and Wendy McEntyre confronted a system that was broken. It was a system that all too often seemed to believe people like their sons—people struggling with addiction—deserved their fate, up to and including death.



MORE THAN A YEAR after Donavan Doyle’s remains were found, in October 2015, then-President Barack Obama stepped up to a podium in a gymnasium in Charleston, West Virginia, and publicly acknowledged for the first time that the opioid crisis had reached epidemic proportions. “More Americans now die every year from drug overdoses than they do from motor vehicle crashes,” Obama announced. “This crisis is taking lives. It’s destroying families. It’s shattering communities all across the country.”

This speech reflected a marked shift in thinking, brought about by the deadliest drug epidemic in American history. In years past or present, the president might have pledged to unleash the full force of the police, to patrol lawless communities, to lock up drug dealers and users, to secure the border, and to cut off drug supplies. Instead, Obama took a different tack. He described the people buying the drugs as people. This was not a problem caused by minority communities overrun with crack and crime. This epidemic was universal.

“This could happen to any of us in any of our families,” Obama said. “It touches everybody—from celebrities to college students, to soccer moms, to inner city kids. White, Black, Hispanic, young, old, rich, poor, urban, suburban, men and women. It can happen to a coal miner; it can happen to a construction worker; a cop who is taking a painkiller for a work-related injury. It could happen to the doctor who writes him the prescription.”

During the crack epidemic, drug users—predominantly Black and Brown, from the inner city—were vilified and arrested. Now, a new generation of users and their families—predominantly white—were demanding a different, more compassionate approach. And the political capital of white families could not be so easily ignored. Members of Congress in both parties began framing addiction as a disease and the people afflicted with it as “victims.” The villain responsible for this epidemic was identified as Purdue Pharma, the pharmaceutical company behind the blockbuster pain medication OxyContin, which became the target of widespread activism, prosecution, civil lawsuits, and dozens of books and television shows, eventually leading the company to declare bankruptcy in 2019. Lawmakers pledged to fund solutions to the problem, and they promised to never let it happen again. For this drug epidemic, treatment seemed to be the near unanimous answer.

In the years that followed, some forms of that promise took shape. The country’s drug-treatment system underwent an enormous expansion. First, the federal government—led by then-Senator Joe Biden—partnered with a pharmaceutical company to produce Suboxone, the country’s first treatment for opioid addiction that could be prescribed from the comfort of a doctor’s office. During the Bush and Obama administrations, a series of funding packages and additional rules followed, including a law requiring insurance companies to cover addiction treatment just like any other medical procedure. Then the Affordable Care Act expanded addiction treatment to millions of people. Today, addiction treatment is a $53 billion per year industry. Once solely the domain of the wealthy, rehab is now accessible to more people than ever before.

But meanwhile, the epidemic continued its steady climb. Year after year, it broke new records as the deadliest drug crisis in U.S. history, far outpacing the overdose death rate of all other high-income nations. In 2021, there were more than 6,100 overdose deaths involving illicit drugs in the entirety of the European Union; for that year in the United States, there were more than 107,000. Since the start of the crisis in 1999, overdose deaths have increased 541 percent. In total, more than 1 million people in the United States have died of overdoses. In just two years, the deaths caused by synthetic opioids like fentanyl alone were more than triple the casualties from the Iraq, Afghanistan, and Vietnam wars combined.

Everyone seemed to agree: People need treatment. So why hasn’t it worked?



PURDUE PHARMA IS an easy villain to blame for the opioid epidemic. This book tells the story of America’s other drug crisis—the one that has received but a small fraction of the attention: the profit-hungry, under-regulated, and all too often deadly rehab industry.

What began as a well-intentioned effort by lawmakers to stem the tide of overdose deaths instead became a key reason why today so many Americans remain mired in a cycle of relapse, addiction, and arrest. Lawmakers invested in finding a medical cure for addiction—Suboxone. But they created restrictive regulations that made Suboxone scarce during the most crucial years of the epidemic and enriched the pharmaceutical company behind it. Lawmakers passed the Affordable Care Act, creating greater access to treatment than ever before. But as the law came online, and for-profit rehab programs proliferated, both regulators and law enforcement failed to reel in unethical business practices that endangered lives.

Some of these practices had existed for decades, despite evidence they often did more harm than good. For example, at some rehab programs, patients worked full-time manual-labor jobs for free, classified as “work therapy.” Other programs overmedicated patients to the point of impairment, then were all too eager to re-enroll those patients once they had inevitably relapsed upon release. Insurance companies erected barriers to coverage, preventing many patients from accessing any programs at all. But even patients who had access to “good” rehab programs were at risk. At their lowest and most vulnerable, with decreased tolerance, patients struggled and relapsed when the support of rehab evaporated. Studies show that patients are more likely to overdose and die after a 30-day stint in rehab than before it.

Rehab programs definitely help people recover. For the worst cases of addiction, some treatment is better than none. But the success of a program often hinges on what happens after people leave and what kind of support and opportunity patients have to fall back on. As lawmakers went all-in on treatment, these changes laid bare the gaps in our social safety net that left people—including those who attended rehab—even more vulnerable to relapse and death.

In the following pages, you’ll find the stories of four people, each in a different region of the country, who represent the failures of our treatment system. Some of these people meet tragic endings, while others manage, through a combination of luck and miraculous tenacity, to survive the system and even thrive.

April Lee, a Black mom in Philadelphia, is a self-described “crack baby” who witnessed firsthand how the government’s punitive response to the crack epidemic impeded her own mother’s recovery. As a child, April knew she wanted something different for herself. She dreamed of becoming a lawyer or a cop. But after she became addicted and wanted help—was even begging for it—she couldn’t get it.

Unlike April, Chris Koon, a young middle-class white man from Louisiana, got the chance to go to treatment instead of to prison. Yet the only program the judge permitted was one that forced him to perform backbreaking menial labor at for-profit companies. This was essentially his sole form of treatment, for which he received no compensation except one pack of cigarettes a week.

You’ll meet Wendy McEntyre, a mother from a wealthy suburb of Los Angeles. She’s the kind of clamoring and privileged constituent who has pushed lawmakers to treat this epidemic differently from the drug crises of years past. When Wendy’s own son died of an overdose in a sober-living home, she began investigating the treatment programs unleashed by the Affordable Care Act that prioritized billable services over individual needs. Yet, law enforcement and regulators routinely ignored her warnings. And the rehab patients continued to die.

You’ll also meet Larry Ley, a surgeon from Indiana who struggled with addiction, and who would eventually become one of the first Suboxone prescribers in the nation. But despite the medication’s successful use in other countries to stem overdose deaths, the United States kept a tight rein on it, limiting its availability during a crucial time and enriching Suboxone’s manufacturer in the process. And Larry, intent on finding ways to serve the many patients lining up outside his doors, soon drew the attention of the Drug Enforcement Administration, which launched an investigation of Larry and other doctors.

These four people do not reflect all the possible experiences of addiction, treatment, and recovery. Given the severity of America’s drug crisis, it might sound like a turn toward more rehab is a good thing. When rehab works, it can save lives. It can mend families and be among the most redemptive narrative arcs in a person’s life. People want to get better. Parents empty their bank accounts to put their children through rehab. People move across the country to escape the deadly grip of an addiction that controls every aspect of their lives. People struggling with addiction do need help.

But the treatment system we have today isn’t working. Too often, rehab not only fails to help people but also contributes to a cycle of relapse that can prove deadly. Despite the rehab industry’s many claims, there is no magical cure for addiction. As Obama, Biden, and countless other politicians have declared, anyone can get addicted. But in America, only certain people get the chance to recover.

Only by understanding this pattern and seeing how it plays out in our treatment system can we begin to understand how to do better—how as a nation we can actually overcome this epidemic, and the others to come.






Part One An Epidemic Begins







CHAPTER ONE Chris Koon


Pineville, Louisiana

2005

Chris Koon was 15 when he tried opioids for the first time. He was visiting his cousin’s house, showing off on a three-wheeler. Then, one of his shoelaces got caught on the pedal, and he hurtled onto the pavement. He woke up splayed in the middle of the road, blood and gravel streaked across the side of his face. How can I play this off? he thought at first. Then he tried to stand, the adrenaline wore off, his ankle collapsed, and the pain kicked in. He realized his ankle was broken. Three surgeries later, he lay in bed, feeling useless. He took one pill, and it made his ankle feel better. He took two pills, and it made him feel better about lying around useless in bed. “I felt happy,” he said. “Felt good.”

Chris had always felt kind of lonely, and he longed to fit in. According to his grandmother Pat Koon—otherwise known as Granny, a sturdy no-nonsense woman and a believer in astrology—Chris was practically destined to be exploited. He was born in September of 1990; in other words, he was a Virgo. “Virgos are real kind-hearted people,” Granny explained. “Easily taken advantage of. They help people at their own expense.”

Chris’s parents had him young. In 1989, John Koon was in his second year of college and he went back to visit his old marching band teacher. Right there, in band class, was a senior who caught his eye. They began a courtship that soon resulted in a surprise. “I believe the exact statement was, ‘You’re what?’ ” John recalled. John’s father had worked two or three jobs on and off his whole life, so John soon assumed the role he’d long seen his dad perform. He worked his ass off. Carrie and John moved in with John’s parents while he finished college, and they both worked. In between shifts flipping burgers at fast-food restaurants, they played classical music for Chris while he was still in the womb and they dreamed of growing a large family.

It ended up being just Chris. When he turned four, his parents divorced and John graduated from college and began an overnight job at a mental health facility. Chris’s grandparents became his caregivers. Chris was especially fond of his grandfather, who now had all the time in the world for his first grandson. They made cranberry sauce together at Christmas and listened to classical music. But then Chris’s grandfather, too, moved on. He died when Chris was six. After that, Chris shuttled between Dad and Mom and Granny, switching houses and schools whenever he missed the other parent, got angry about something, or was just plain bored. His mom remarried and had two other sons, while his dad remarried and got a stepdaughter. They were two families, who saw each other full-time; Chris was part-time.

Chris’s desire to belong led him to try many things, even when he knew he shouldn’t. When he was 10, after his mother had remarried, Chris was hanging out with some older kids in the woods behind the house who were passing a blunt back and forth. “Eww,” Chris said. “Smoking is gross.” But they insisted it wasn’t. This stuff was different. Try it. So, Chris did. Afterward, he went back to the house, swung open the freezer door, and consumed nearly all of Mom’s leftover wedding cake. “They didn’t know I had the munchies,” he recalled. “They just knew my fat ass ate their cake.”

Next, Chris tried Adderall. In junior high school, everyone seemed to have an ADD diagnosis and a prescription. Another time, an older boy in the neighborhood offered Chris and his friends some crack. No one seemed interested, so Chris decided to be the badass. This time, he was the first to try it, and then the others followed.

In high school, the only education Chris received about drugs was through DARE—Drug Abuse Resistance Education—a Reagan-era program that often deployed horror stories about drugs to scare teenagers away from trying them. That tactic didn’t work for most kids. Studies had found that kids who learn “self-efficacy,” who feel empowered to make their own choices, are also more likely to effectively deal with peer pressure, more likely to feel comfortable refusing drugs if offered, and more likely to talk to their parents about it. Of the schools that offered prevention programs, only 10 percent deployed these kind of strategies.

What Chris knew about drugs was this: They were fun. They brought people together. They alleviated anxiety and made people feel better. And the adults around him knew that, too. Pain pills were so ubiquitous in the parish that it was easy to find people willing to part ways with them. Procuring the pills made Chris feel like he had something to offer, like he was important and a little bit dangerous, a part of something greater than himself.

In his mind, this wasn’t some kind of big criminal enterprise. He just tagged along with friends, met friends of friends, and neighbors of friends. Many of them were his parents’ age and older, people who had worked for years in physically demanding blue-collar jobs, who easily obtained prescriptions for OxyContin and other pain pills, and now had more than they could possibly use. From 2006 to 2019, more than 2.6 billion pain pills were supplied to patients in Louisiana. For many of those patients, out of work or struggling financially, selling their pills on the black market provided an easy income stream.

Others traded their medicine for something that worked even better. Chris remembered meeting one woman who had been diagnosed with late-stage lung cancer. She didn’t want money for her pills; she just wanted marijuana, which was illegal in Louisiana but helped with the pain and nausea in a way the pills never did. Even though she gave Chris almost her entire bottle of pain pills, she never asked for more weed than she needed. “Are you sure?” he’d ask, concerned. Chris grew fond of her and visited her often.



CHRIS’S ADOLESCENT DRUG experimentation coincided with a period of increasing inequality in and disillusionment with American working life. In 1960, the unemployment rate was about 4 percent. By 2009, a year into a national recession, the rate had more than doubled. Jobs were more unstable, and less likely to come with health insurance, while at the same time welfare benefits for families had plummeted. Amid the high rates of poverty and joblessness came higher rates of chronic pain.

A small, family-run pharmaceutical company best known for manufacturing pain pills for cancer patients cooked up the cure for what was ailing working-class Americans. In 1996, Purdue Pharma released OxyContin, an extended-release oxycodone pill that was twice as strong as other common opioid-based painkillers.

Over the next decade, Purdue Pharma invested heavily in transforming the hearts and minds of America’s physicians and patients. There was an untreated epidemic of chronic pain in the United States. OxyContin, the company promised, would provide the cure: immediate relief without addicting people. Soon, other companies began marketing powerful opioid-based pills directly to the public.

The healthcare system was poised to embrace this pain pill revolution. Doctors, under pressure to see more patients, were spending less time with them, while insurance companies stopped reimbursing for more expensive, longer-term pain treatments. Purdue Pharma deployed a vast army of mouthpieces to sell physicians on OxyContin, claiming that it was specially designed to prevent misuse. Less than 1 percent of pain patients develop addictions from opioids, the sales reps said, citing an article from the prestigious New England Journal of Medicine that was, in fact, not a scientific study but, rather, a letter to the editor written by a single doctor. These pharmaceutical representatives all insisted the drug was impossible to abuse. Its extended-release formulation meant that, once ingested, the painkiller would be absorbed over time, not all at once in one powerful high, they said. Purdue also poured funding into patient advocacy groups, launched educational programs for doctors, and offered paid speaking gigs and freebies, from plush toys to CDs to training conferences at fancy resorts.

But people who took the pills noticed they didn’t last as long as described. To ease their pain, some people took more than was prescribed. Others saw how easy it was to get around the extended-release coating. If they crushed the pill, they could snort the powder or mix it with water and inject it. The resulting high was powerful and immediate.

By 2002, six years after its release and while Chris was in middle school, OxyContin’s sales were soaring. Purdue Pharma was selling roughly $1.5 billion worth of the drug every year, transforming the once fledgling family company into the biggest-selling pharmaceutical manufacturer in the country.

Meanwhile, deaths from the drug began to mount. At first, they were noted only by medical examiners in rural communities, but soon the numbers were impossible to ignore. When President Nixon had declared his war on drugs in 1971, annual overdose deaths were 6,771. By 2008, when Chris graduated from high school, the annual drug-overdose death toll had reached more than 36,000, soon surpassing car accidents as the leading cause of accidental death. Prescription narcotics were now killing more Americans than all illegal drugs combined, and joblessness seemed to increase the risk of these deaths. With every 1 percent increase in unemployment came a 3.5 percent increase in opioid-related deaths and a 7 percent increase in overdoses.

Rapides Parish, where Chris grew up, had once been a central hub for the slave trade, and following the abolition of slavery, home to a white community that thrived amid the brutal violence of Jim Crow. For decades after World War II, the federal government encouraged public and private investment in segregated white communities across the country, which was a boon for the white working and middle classes, who bought homes and found stable jobs in manufacturing and other industries, while Black towns and neighborhoods remained largely excluded from those benefits, sometimes violently. As parish leaders fought integration and school busing, Main Street in Pineville bustled with activity, a beacon of civic duty and commerce beside the bayous and pine forests. Then, in the 1980s, American lawmakers began to relax regulations on private capital. As employers closed plants or fled to cheaper pastures abroad, bleeding jobs from American workers, many white communities, too, began to feel the sting of capitalist betrayal and the pain of government neglect.

By 2008, amid a national recession, Pineville’s Main Street had become mostly a series of dilapidated, empty storefronts. With so much industry now overseas, attracting major employers to a town or city had become a competitive sport, with offers of massive tax breaks to incentivize companies to relocate. But attracting new business to the parish was difficult because, in order to function, those companies would need functional workers, and it seemed to potential employers that most workers there could not pass a drug test. Developing a drug problem felt almost inevitable, especially for a young unemployed man, unsure of his purpose or his future.



ONE DAY, not long after he turned 18, Chris went to his dealer’s house. He was about to buy some weed when he got a text from a friend, who told him to wait. “Be there in ten minutes,” he said. Chris plunked down into a chair in the backyard. The dealer rolled a blunt, Chris rolled a joint, and they waited, listening to the symphony of frogs that echoed across the night sky.

Less than ten minutes later, Chris heard loud whoops, the barking of dogs, and the dreaded sound of police. Oh, shit. Chris threw away the weed, swung his hefty frame over the fence, and ran until he felt lightheaded and out of breath. He slowed down in a nearby cemetery and ducked behind a tombstone, panting. He thought for a moment. His truck was still parked outside the house, and it was registered to his mom. Sooner or later, the police would find out who owned the vehicle and call them. He again began running, got to a friend’s house, and then called his dad.

“Where the fuck are you?” John Koon asked. “The cops are looking for you.” It was the middle of the night, but John drove over and picked Chris up from the friend’s house.

Chris’s mother was out looking for her son, too. As Chris expected, the police had called her when they found his truck. Apparently, a young woman had been trying to drive off in it, claiming she was Chris’s sister. Carrie told them that was a lie. But now the police knew Chris had been there and they wanted to arrest him. Carrie believed Chris needed to learn there were consequences for his actions. She wanted to bring Chris to the police. She called John. “Where are you?” she asked.

John, a prison guard, had no illusions about the criminal justice system. It wasn’t a place for his son. He told Carrie where he was, and then told Chris to hide in the back seat. “I’m still looking for him,” Chris heard John say when his mother pulled up alongside the car. “I ain’t seen him.”

“Well, he needs to turn himself in,” she replied.

“Well, I don’t know, I ain’t seen him,” John said. As soon as Carrie pulled away, John turned back toward Chris. “She’s crazy,” he said. “We’re getting you a lawyer.”

Chris was petrified at the thought of being handcuffed and interrogated, and taken off to jail. But as dawn broke, he felt even worse about putting his parents through hell. He decided to turn himself in.

Lucky for Chris, the cop at the police station saw a kid who had fallen in with the wrong crowd and was just experimenting. Chris walked out of the station with his car keys and a parking ticket.



NOW OUT OF high school, Chris began to fill increasing amounts of his free time with drugs. He tried ecstasy, mushrooms, other hallucinogens. But pain pills were by far the easiest to find. He started eating pills—Dilaudid and Opana—and he didn’t stop. He bounced from house to house, from his grandma’s house to his mom’s. He would do well for a time; he’d hold down a job, his parents would breathe a sigh of relief, and then he’d do something stupid. Like shoplifting two CDs from a Best Buy store. Or hanging out with a friend who swiped a girl’s purse off the pool table at Riches. The sum total of these heists was about $43. Chris was 21 when he was arrested a second time.

Chris was an adult now, which meant he had to get a job. Work seemed to be in his family’s DNA—he had grown up in a Czech immigrant community that prided itself on its work ethic. Also, he’d always loved to read—he and his dad shared a love of sci-fi and fantasy series—but his grades hadn’t been great, and his broken ankle had ruined his high school football career along with any hope of a college scholarship. So, Chris had no idea what he wanted to do. He had a hard time imagining himself like his parents, working long hours to eke out a marginally middle-class life. Both of his parents had college degrees and they worked multiple jobs, his dad as a prison guard and his mom as a nurse. These were dependable jobs, they advised him. “Do what you gotta do now so you can do whatever you want later,” John would tell Chris. He did try some jobs. There was an offshore job that ended with an oil rig explosion. An EMT trainee position that ended when he tested positive for weed. Nothing stuck.

By now, heroin from Mexico was beginning to flood into the United States, finding a ready customer base in users of OxyContin and other pain pills. Heroin was cheaper but it produced the same high—a bigger bang for the buck that was hard for a chronically underemployed person like Chris to resist. Before long, he injected heroin for the first time. Euphoria enveloped his body like a warm electric blanket, before spreading to his brain. “I couldn’t do nothing but sit there and feel splendiferous,” Chris said. “It doesn’t matter if it was raining blood on you right then. You would be alright. You might nod out, might throw up. Who knows? It don’t matter. Because you feel great and nothing can touch you.” Chris sat there for who knows how long. He couldn’t talk, he couldn’t move. He was a fuck-up, he knew that; but using heroin made him feel like everything was alright.



ONE DAY, Chris was deep into one of his shame cycles when he ran into someone he knew who once had a heroin problem. He’d aways looked ragged and paranoid, but now he looked normal, even healthy. He told Chris that a doctor had prescribed him a medication called Suboxone.

Suboxone, a combination of the drugs buprenorphine and naloxone, is a maintenance treatment for opioid addiction, and a partial opioid agonist, filling the same receptors in the brain as illicit opioids. In essence, an opioid agonist moves into the same region of the brain usually stimulated by heroin or OxyContin, takes away the withdrawal symptoms that usually come with stopping opioid use, reduces cravings, and makes it difficult to continue to use a drug like heroin or OxyContin and get high. And unlike OxyContin or heroin, it has a “ceiling”; that is, if an opioid user like Chris took more than was prescribed—as he often did—it would have no effect.

Chris felt compelled to give it a try. He was the happiest he’d been in years, and lately the constant pursuit of heroin had begun to feel like more trouble than it was worth. At 21 years old, he was in love. The woman was a pretty brunette with two young kids, and Chris felt like he was fulfilling his dream of having his own family. He finally felt like he belonged. “So lucky to have found such a great woman to spend my life with,” Chris wrote on Facebook. “Laying down with the kids just hanging out and dozing off—best high ever.” Granny was not surprised. Even amid all his fuck-ups, she always thought he would make a wonderful father.

At first, Chris had trouble finding a prescriber, and he started buying it off his friend. Then he found a doctor. But Suboxone was expensive, and the clinic only took cash.

Chris started working as a night cashier at a Circle K convenience store. He found the job bleak and boring. Every night, he would stare at the line of refrigerators filled with beer that was located along the back wall, waiting for customers to come in. He felt like he was treading water. “Gotta go to school and get a career,” Chris wrote on Facebook one night. “I have about 30 years of working ahead of me so I might as well be doing something I like, am I wrong.”

Then tragedy struck. His best friend died in a car wreck. A couple of months after that, the girl he’d hoped to marry broke up with him. He stopped taking Suboxone because it was too expensive.

By that time, Chris had gotten a job delivering pizzas for Papa John’s. He found himself craving that high, and soon he was stopping by the Circle K to shoot up in the bathroom before continuing on his route. He started showing up late for work—or not at all. He lost that job and started spending all his time and energy searching for heroin. After a few months of this, Chris was shooting heroin several times a day. He kept using more and more of the drug, just to feel something and to stave off withdrawal symptoms. He knew it was only a matter of time before he overdosed.

Finally, he did overdose. He was at his friend Zach’s house. He felt himself sinking into his own body, then sinking into the ground, and then he was floating above, watching himself below, frozen in terror and euphoria, unable to move. Zach noticed Chris lying there, like a corpse. He had a Suboxone tablet in his pocket and he gave it to Chris. Soon, Chris was puking his guts out, in the thick of withdrawal—but he was alive.

Chris thought that would be the last time. He’d almost died; why would he feel compelled to use heroin again after that? One day, he was at Granny’s when he noticed a pile of papers on the kitchen table. They were an application for a burial plot—for him. “Shook me to my core,” he said. It made him want to stop. But, of course, he didn’t.

The Suboxone was but a brief reprieve. It was so hard to find, so out of the mainstream, that Chris didn’t even think of turning to it again. If the drug had been easier to get—if there were more doctors prescribing it, if it was cheaper, or covered by insurance—maybe Chris could have stayed on Suboxone and off the pain pills and heroin. But the pharmaceutical company that made Suboxone, and the U.S. government itself, had made that next to impossible.






CHAPTER TWO April Lee


Philadelphia, Pennsylvania

2001

In 2001, as the opioid epidemic was beginning its rapid ascent, a Black teenager in Philadelphia heard a knock at the door.

April Lee, 15 years old and newly pregnant, had just moved into the house two months ago. It belonged to her boyfriend’s father, an old jazz musician with gnarled hands who primarily occupied a single bedroom, ten televisions deep. The man was a hoarder, and despite the limited space, April felt safe there, inside his fortress of stuff. She began picking her way through a maze of boxes and newspapers, old scrap metal and VCRs and model train sets, and opened the door to find herself face-to-face with the legacy of the crack epidemic: a gaunt woman, looking far older than her age.

“Hey, Mom,” April said.

April couldn’t believe how much her mother had deteriorated. Nadine had been addicted to crack since before April was born, in 1987; she had even used crack when April was in the womb. A lot of the time, when she wasn’t hurting for supply, drugs seemed to quiet the hurt and doubt Nadine felt inside and made her more focused. In some ways, she was an even better version of herself. April had fond memories of her mother cleaning the house, taking the neighborhood kids on long walks to the Liberty Bell, and handing out food to homeless folks downtown. But when Nadine’s supply dwindled, April suspected that her mother turned to prostitution to fund her habit. She would disappear for weeks at a time, reappearing only when her hunger was cavernous and her feet were cracked and bleeding.

To deal with all of this, April occupied her mind. Ever since April’s Bible-loving aunt had taught her how to read, April had gulped down books from the library, a dozen at a time. Her favorite was Louis Sachar’s 1998 novel Holes, in which the main character, Stanley Yelnats, is afflicted with an intergenerational curse of bad luck. As a result, 14-year-old Stanley is wrongfully convicted of a crime he didn’t commit and is sentenced to a work camp, where he spends his days dodging poisonous lizards and digging holes to hunt for his oppressor’s treasure. Only after fleeing and using his newfound strength to carry another kid up a mountain does Stanley lift his family’s curse. That tale resonated with April, who always sought to find meaning in the shit she saw. Sometimes you gotta dig holes for what seems to be no fucking reason at all, April thought. The more shit you gotta hold and carry up and down this mountain, the stronger you’re going to become.

The Lee family had long been afflicted with its own kind of intergenerational curse. For generations, the family had jumped from house to house within the sprawling 51-square-mile radius of North Philadelphia. As in Chris’s hometown, structural racism had shaped the landscape of Philadelphia, making their neighborhood one of the most segregated in the country. Although the crack epidemic had officially passed, the crisis had left an indelible mark. It wasn’t just the drugs that had debilitated so many, feeding on the poverty and despair that had settled into the area following the short-lived victories of the Civil Rights era. It was also the structural racism and discrimination that persisted. And it was the government’s response to crack: a series of punitive measures that had made America one of the world’s number one incarcerators, and had led to hundreds of thousands of children and babies placed into foster care.

The cycle of addiction and arrest destabilized the adults in April’s life. Her uncle had been addicted to heroin and had spent many years cycling between Grandmom’s house and homelessness, and prison. She remembered the game the kids used to play when her uncle nodded off while standing in the dining room—his jaw slack, his body slowly folding into itself until all it took was a slight jab of the finger to topple him over. As a kid, April often thought Grandmom was cruel. She refused to give the kids money, even when there was no food in the house, because she didn’t want it to go toward drugs. But when her uncle wanted to stop using heroin, it was Grandmom who procured the drugs for him to ease his withdrawal symptoms—it was she who bathed him and caressed his head while he slept.

Crack addiction did not come with the same kind of physical withdrawal as did heroin, but it was just as addictive psychologically, and when Nadine wanted to get away from Grandmom’s house, or find some other place to get help, there was nowhere for her to go.

During April’s childhood, through the late ’80s and into the ’90s, the authorities were much more concerned with cracking down on crack usage than with treating it. In 1990, less than 1 percent of the federal funds for drug treatment were allocated for women. Despite the politicized concerns about “crack babies,” most treatment programs refused to treat pregnant women, especially crack users on Medicaid. And most of those programs that would accept pregnant women or women with children were not providing the services their patients most needed: childcare. Given the childcare option, many women wouldn’t choose it anyway, owing to their legitimate fears they might be reported as drug-dependent and their children removed by child protective services.

A mother of nine like Nadine could not take a timeout from child rearing to get better. When Nadine decided to stop using, she left Grandmom’s house and took the kids to a homeless shelter, where drugs and alcohol were not allowed. But the shelter was not a permanent solution. Nadine still needed a place to live and a way to support her kids.

Welfare reforms passed by Congress during April’s elementary school years only added to Nadine’s challenges. These new regulations imposed work requirements and time limits on welfare recipients, pushing mothers into the minimum wage workforce. But without childcare, or adequate income, this program had become something like a trap, preventing many single mothers like Nadine from being able to financially support and raise their kids. Simply put, if Nadine worked, she couldn’t take care of her kids; but if she took care of her kids, she couldn’t work—and then would be denied government help.

The shame and despair of her addiction and these self-perceived failures always led Nadine back to drugs, and soon April and her eight siblings found themselves back with Grandmom. If it hadn’t been for Grandmom’s crowded three-bedroom row house in Philadelphia, crammed with 23 people, April doesn’t know how they would have survived. But it was hard living on top of one another, sleeping on the floor or a couch, getting only five minutes in the bathroom, and absorbing or fighting off one another’s pain.

Eventually, April ran away, and her mom didn’t try to stop her. She was only 13 years old, but already 5 foot 10 inches tall, with breasts and hips, and chain-smoking Pall Malls. She carried herself like an adult, in part because of the responsibilities she’d long assumed at Grandmom’s house. In the two years since she’d left, she had worked in a house full of strippers, found a boyfriend, then moved in with him and his hoarder father. April had survived sexual abuse, and now she was pregnant at 15, nearly the same age her Grandmom had been when she had Nadine.

April ushered her mother into her home, looking her up and down. Nadine had always been tiny but boisterous, with a loud, long laugh that took up the room and sent everyone else into fits of giggles. People in their old neighborhood had called her “Bamm-Bamm,” after the club-wielding toddler in The Flintstones cartoons, because she liked to slick her hair back with a scrunchy into a tiny ponytail, which sprouted from the top of her head like a blade of grass. But now it was clear Nadine was very sick. She seemed weak on her feet. Her normally clear skin was mottled and gray. Even in her worst days of addiction, her mother had never looked anything like this.

April and her boyfriend moved the boxes and stacks of old newspapers out of a bedroom. Over the next few weeks, Nadine slowly began withering away. Halloween came, and April stole a wheelchair from outside an emergency room so her mother could come trick-or-treating with her and the kids.

April began bathing her mother, helping her in and out of bed. One day, her mother asked for some weed. The two smoked together, giggling into the folds of the blanket. Eventually, Nadine could no longer control her bowels. She became too weak to eat. April took her to the hospital, and she died within two weeks. At the time, Grandmom told April it was cancer—a brain tumor. It wasn’t until a couple years later, when April ordered a death certificate, that she learned her mom had actually died of AIDS, likely contracted some time during the many years of sex work that had allowed her to support her family and fund her crack habit.

The time April had spent with her mother before her death was the most intimate they had ever been, and it brought April a kind of peace. “I’m not worried about you,” Nadine had told April shortly before she died, “I know you gonna make it.” But April had come to feel that addiction was a choice, and that her mother—and so many other members of the family—had made the wrong one. They had failed to heed the warnings of the cops who came around the projects at night, toting their displayed images of zombie-faced addicts who only later, April realized, bore no resemblance to her mother. Those were the same messages Chris Koon had received in DARE, and that so many others of their generation had grown up hearing on radio and seeing on television. It was the message: “Just Say No.” As if it were that easy.

So, April decided she wouldn’t make the same mistake.



FOR A LONG TIME after her mother died, April did not have a drug problem. She hopped from guy to guy and found numerous ways to support herself and eventually her newborn son.

She did try a number of different drugs, usually introduced by a boyfriend, who was almost always much older. For a time, she used cocaine, and then she tried crack. Like her mother, April became productive when she smoked. She cooked and cleaned so fast that she even had time to begin prepping the next day’s meal. It only backfired once, when she accidentally opened the pressure cooker too soon and the collard greens exploded everywhere, scalding her. One day, she looked at herself in the mirror and realized she needed to stop. “This is what got Mommy,” she said to herself.

She stopped using everything. She got heavily involved at a church, she left her boyfriend, and she moved into church housing. She was mostly sober. But her abusive ex would not leave her alone, and when the church pastor sided with him, urging April to give him another chance, she left the church and slid back into her previous habit.

April was still functional, because none of the drugs completely took over her life. That is, until she had her second child. The birth had caused her back pain, and in response, a doctor prescribed her Percocet.

In April’s mind, taking Xanax and Percocet did not make her an addict. An addict was her mother. It was someone who used street drugs, who was so far gone that everything else became secondary: kids, home, job, even something as simple as food or a shower. But April had a job and a home. She cooked and she cleaned; she even took the neighborhood kids to the playground. Further, these were prescribed medications—white-people drugs. In her mind, she was lucky to have them, and in a sense, she was—studies have shown that Black patients are far less likely than white patients to be treated and prescribed medications for pain.

But like many people who have been prescribed pain meds, the longer she took the pills, the less effective they became, and she soon found herself taking more than was prescribed, running out of her prescription early. By the time the doctor cut her off the meds, April was chewing the pills. Then she began buying them on the street and selling them to support herself and the kids. April still thought she was better off than her mother, though. She had an income and a roof over head. She had three children now—including a baby girl who was dependent on her. She now lived with that daughter’s father, in an old row house they were fixing up for themselves. Yes, April had pain and trauma. But she was managing it.

One night, in 2012, April went out to a bar for a single drink and blacked out. When she woke up, she realized she had been raped. This was the third time in April’s life that she had been sexually assaulted, and it broke her. She learned she was pregnant yet again, and though she didn’t believe in abortion, she couldn’t fathom carrying her rapist’s child, so she ended the pregnancy. The medication she took to prevent the onset of HIV made her physically ill. She was offered a therapy session at a rape crisis center, but she couldn’t imagine going to it, peeling open her grief and trauma, leaving it exposed, all the while supporting and caring for three children. April could barely leave the house as it was. There was no way. So, April leaned into the medication she knew would ease her pain.

A drug-treatment program that allowed mothers to bring their children might have benefited her, much like it might have benefited her mother. More than 70 percent of women in need of treatment have children; it’s one of the top reasons women cite for not seeking help. Time and again, studies have shown that women who are allowed to enter drug-treatment programs with their children stay in those treatments longer and have better outcomes. Yet since the beginning of the opioid epidemic, the number of treatment programs that provided childcare or housing for families had sharply declined. By 2020, there would be only 397 residential programs, or 2 percent of all facilities nationwide, that allowed women to bring their children—a decline of 33 percent. And demand was so high for those programs that many had months-long waiting lists. Further, some states had no residential facilities at all for families.

April also could have benefited from a medication like Suboxone, which might have provided a physical or mental respite while she worked on changing other aspects of her life. Or from the visits of a care provider to her home. But, studies have shown that, perhaps because of the high cost of treatment, Black patients are much less likely than white patients to receive a buprenorphine prescription, and many such programs refuse to admit pregnant women or women with children. The array of options increasingly available to those with money or the right health insurance were not available to April. Her only logical choice was to use the Percocet to prevent withdrawal symptoms, so she could do what she needed to do: walk her children to school and make her daughter’s bottle.

After a while, the pills were not enough. April began buying and taking more to get the same effect, and the costs were stacking up. She met a man who introduced her to heroin, a cheaper alternative, and soon enough she found she could not stop. She knew she was a mess, just one fuckup away from somebody calling child protective services. She knew she could not be what her kids needed her to be. She needed a reprieve—to get her life together and make sure the kids were safe.

April pursued the only option she had: She asked an old friend of her mother’s to take the kids in. The older woman agreed to take the children, but not April. For two days, April shame-spiraled between heroin binges. She considered her options and called the rape crisis center to find a counselor. But when she returned to the woman’s house two days later, her kids were gone. Child welfare authorities had taken them away. According to the city of Philadelphia, April had abandoned them.

April screamed. She broke windows. And then she gave up.






CHAPTER THREE Larry Ley


Noblesville, Indiana

2004

Dr. Larry Ley was midway through a toasted English muffin with peanut butter when his phone rang. It was a sales representative from Reckitt Benckiser, the company that made Suboxone. He furrowed his bushy eyebrows. They were relentless, he’d give them that.

Since getting certified to prescribe Suboxone about a year ago, Dr. Ley hadn’t done much with it. He was more focused on his career comeback. His addiction to alcohol had started as a way to deal with the pain from his degenerative spine condition, then over 30 years grew into an addiction that imploded his career as a surgeon as well as his marriage. The pain was still so bad he couldn’t work full time. But Dr. Ley had gotten sober and found a new niche in addiction medicine, treating clients who had gotten into trouble for driving under the influence. Now, he was speaking at white-tablecloth luncheons, championing treatment to the press and the fancy businesspeople of Noblesville, a wealthy suburb outside Indianapolis. He was eager to put the miserable days of bourbon binges behind him and regain the social status he’d once had as a surgeon.

In the last year, Larry had heard regularly from Suboxone’s sales reps, asking when he was going to put his new skills to use. They were as aggressive as any of the reps he’d encountered from Eli Lilly or Pfizer. “They were smooth talkers,” he said. “Used car salesmen.”

But this call was different. In a neighboring town, the rep said, a Suboxone-prescribing doctor had died from a sudden blood clot, leaving his 30 opioid-addicted patients cut off from their medication. Without a doctor to take over the group, the patients would suffer withdrawals and likely relapse, maybe overdose and die. Could Larry step in quickly to make sure the patients weren’t cut off from their medication?

Larry agreed to take over the group. “I just rolled up my sleeves and said I’d go down and help out,” he said. He viewed it as part of his mission as a doctor and a member of Alcoholics Anonymous, which he credited with his sobriety. He liked helping people, and he especially liked when people looked to him for help. But like Reckitt Benckiser, the company that manufactured Suboxone, Larry also saw a unique business opportunity. Amid the growing drug crisis, there was a huge need for treatment providers. Suboxone was in high demand but still hard to find.

The source of this scarcity was a problem of the country’s own making. By the time Larry—and Chris and April—entered the world of opioids, many other wealthy nations had already dealt effectively with their overdose crises. In 1995, France had been facing a heroin crisis of its own, with skyrocketing overdose death and HIV infection rates, when the country made a drastic change. To stem the crisis, the country expanded syringe exchange programs and began permitting any doctor to prescribe buprenorphine—or bup, the drug underlying Suboxone—without special training or a license.

France framed these changes as an effort to minimize the harms of addiction, a strategy known as “harm reduction.” It was a radical departure from its previous system, which much like the Reagan-era DARE program prized abstinence above all. Now, the goal was not necessarily to stop drug use but to stop so many people from dying. With the change in law, French primary-care doctors without any special training became the vast majority of bup prescribers in the country, instead of addiction specialists, psychiatrists, or treatment programs.

The result was striking. Within four years, overdose deaths in France declined by 79 percent. The number of people in treatment increased tenfold, with about half the country’s heroin users receiving treatment. Some users also were diverting bup and misusing it, a problem that had elicited public concern. But by and large, the country accepted the fact that bup on its own was a far safer drug than heroin, with substantially lower overdose risks and a ceiling on any potential high. The benefits—keeping people alive—outweighed the public safety concerns. And as a result, more people had the option of treatment, leading more people to recovery. In the face of a public health crisis, the voice of law enforcement had been kept at bay, with positive results.

When this conversation came to the United States, the results were entirely different. Since the early twentieth century, federal law had barred doctors from prescribing a controlled substance to someone known to be addicted. Doctors had been continually investigated and arrested for treating addiction with narcotics. In the 1960s, when prominent researchers at the prestigious Rockefeller Institute began experimenting with methadone to treat addicted patients, federal agents infiltrated the clinic, stole records, and spread false rumors about their research results. “You’d better watch out,” one agent said. Despite patients’ high rates of success, law enforcement “had a sincere belief that the way to control the problem was to stamp it out,” the lead researcher later said. “If it’s not working, then the punishment is not severe enough.” That was why methadone was dispensed through specialized clinics, under a system of surveillance more akin to law enforcement than to medicine.

But the epidemic—and its spread into white suburban communities—was shifting attitudes about addiction. Heroin, an “inner-city” drug, had “jumped the tracks and has been killing kids in some of our most prosperous suburbs,” Dateline NBC warned in 1998. Instead of being a scourge, these troubled youth were framed as victims in need of help. In this effort, there was an unlikely ally: then-Senator Joe Biden, one of the primary architects of the nation’s war on drugs.

Senator Biden had long supported finding a “medical cure” for addiction, working with Congress to create a special division of the National Institute on Drug Abuse (NIDA), which worked with pharmaceutical companies to develop new medications. NIDA proposed a partnership with Reckitt to develop and manufacture a medication for opioid addiction: Suboxone, a new form of buprenorphine that, according to Reckitt, would be difficult to abuse. Reckitt hired former Bill Clinton advisor Charles O’Keeffe as its president and CEO, and O’Keeffe worked with another former White House staffer to write legislation that would allow primary-care doctors to prescribe the medication from their offices. If passed, the Drug Addiction Treatment Act would create a new system of addiction treatment in America, supplied by primary-care doctors, instead of separate addiction-treatment programs, like methadone clinics. Biden threw his support behind the legislation and for the manufacturer behind it.

Congress convened a hearing on the bill, and from the outset, it proved a remarkable departure from previous drug policy debates. When Black communities—and Black mothers like Nadine—were the face of the crack epidemic, lawmakers had jockeyed to prove they were tough on crime, passing laws to lock up more people and expand prison sentences for drug possession. Now, the white face of the opioid epidemic was changing the politics of the conversation. Instead of declaring war, lawmakers were advocating for compassion. “It only makes sense to unleash the full powers of medical science to find a ‘cure’ for this social and human ill,” Biden said during the hearing, which was marked by a complete lack of drug war rhetoric. “There is no other disease that effects so many, directly and indirectly. We have 14 million drug users in this country, four million of whom are hardcore addicts. We all have a family member, neighbor, colleague or friend who has become addicted.” Addiction was now a disease, an epidemic, and an affliction.

Yet the same punitive policies remained in place. The bill did nothing to reverse or stop the unequal impact of the nation’s drug laws on Black and Brown people. It did nothing to bolster the social safety net after decades of gutting by lawmakers. It would not address addictions to other substances. The bill would primarily benefit people with health insurance or with the money to pay out of pocket, the vast majority of whom were white.

Despite this reality, not a single speaker or lawmaker during the hearing mentioned race during the hearing. Instead, the speakers talked in thinly veiled racial terms about how the new law would make treatment more accessible and palatable to certain people, like suburban youth.

The existing treatment option for people with heroin addiction were methadone programs. But these programs, associated with the stereotype of Black and Brown heroin users from the inner city, were too scarce, too restrictive, and too stigmatizing. Dr. Larry Alexander, an emergency medicine doctor in Texas, testified that “it has been a shock to my suburb as well as others around the country to find that young people who have all the necessities and many of life’s extras would wind up using heroin—some of them even dying from it.” This new law would create a better option—for certain people. Bup is “expected to reach new groups of opiate addicts,” said Donna Shalala, the secretary of Health and Human Services, such as “those who are reluctant to enter methadone treatment programs.” The head of the National Institute on Drug Abuse added that bup would appeal to “those who may be reluctant to enter a methadone program; and adolescents and new heroin addicts who are unsuited to methadone.”

In addition, the bill was missing key ingredients of France’s successful opioid response. French lawmakers had considered bup an “opioid substitute.” It was part of that country’s broader network of social support and healthcare services. But in the United States, the lawmakers were framing bup as a pharmacological “cure,” one that would take the place of a comprehensive treatment, healthcare, and social welfare system.

France expanded access to syringe exchange programs, while the United States’ program had effectively banned them. France had nearly universal healthcare. Doctors who adopted bup typically were reimbursed 100 percent, and the patients could get it at any pharmacy—a process that substantially improved treatment access, retention, and success rates. Psychosocial support services were also covered.

But the U.S. poverty rate was more than twice that of France, while its public social spending was half that of France. In 2001, about 39 million Americans were uninsured—about 13 percent of the total population—and even among the insured, it was common to pay as much as a 50 percent copay for addiction treatment.

Another key difference remained: the influence of law enforcement. U.S. lawmakers simply couldn’t ignore the demands of the Drug Enforcement Administration (DEA). Key to France’s success was the policy that any doctor could prescribe bup to any number of patients without restriction. But under the DEA’s influence, the U.S. bill became more restrictive. Congressional staffers saw no other way to get it passed. In the United States, doctors under the law would be required to go through an eight-hour training session and apply for permission to prescribe the drug. They would be limited to 30 patients and subject to oversight by the DEA. No other area of medicine, including the prescribing of pain pills, was subject to so many rules and restrictions. “Is it going to be diverted? Is it going to be sold on the street? Is it going to be doctor shopped?” Pat Good, who was then the chief liaison officer at the DEA, asked at the time.

This limit would be detrimental for U.S. patients, but for ensuring profits, Reckitt had a plan. O’Keeffe, the company’s president and CEO, lobbied the Food and Drug Administration (FDA) for orphan drug status, a designation typically bestowed on medications to treat rare diseases that gives a pharmaceutical company seven years of market exclusivity—no generics allowed. O’Keeffe claimed the company qualified for that designation because it would lose money on bup. In fact, the FDA’s own analysis of Reckitt’s proposal found that in four of nine scenarios, bup would actually become profitable within its first seven years on the market. But FDA staffers were swayed by the novelty of O’Keeffe’s proposal, and the Reckitt product. The FDA approved O’Keeffe’s application, and soon—amid a burgeoning drug crisis—it granted Reckitt Benckiser sole permission to sell Suboxone, in a regulatory landscape that seemed almost deliberately designed to create scarcity. In other words, this was a recipe for massive profits.

In 2000, the bill passed both houses of Congress, enshrining into law two separate and unequal systems of opioid addiction treatment. One system was for poor people—disproportionately Black and Brown people—that was scarce, heavily surveilled, and stigmatized; and one system for those with access to doctors, who wished to be treated discreetly as medical patients, not as criminals. It was a treatment revolution—for some.



DR. LARRY LEY’S new patients were the kind of people those lawmakers had targeted with their bill—white, young, and middle class. And they were the people Reckitt began to court after the law’s passage. In a way, the Reckitt ads seemed progressive, even somewhat radical, dovetailing with growing public sentiment and research. Addiction was a disease, they said, not a moral failing. People who struggled with addiction needed help, not punishment. And the best treatment for addiction—Suboxone—was not punishment but, rather, medication prescribed by a doctor. But in these advertisements, this newfound philosophy seemed to apply to only one demographic: white people.

Even though the rates of heroin use were almost identical among ethnic groups, Reckitt sought to distance itself from the stereotype of a heroin user—poor, Black, and from the inner city. The ideal patient, according to those marketing materials, was a victim, someone who had unwittingly become addicted to opioid pain pills and now needed help. On its website, the pharmaceutical company featured videos of patient success stories like that of Jennifer, a suburban stay-at-home mom who had become addicted to prescription painkillers following a tonsillectomy. Suboxone allowed her to return to a normal life, she said. All the people featured in the company’s marketing materials were white. They had families and jobs. They had never tried heroin. They had never tried methadone or traditional drug treatments, nor should they. Like Jennifer, their addictions had started innocently, when they had become addicted to drugs prescribed for a legitimate medical reason. They were normal middle-class white people, unscathed by the traditional markers of poverty and structural racism, or by multiple encounters with police and the criminal justice system, or by the stigma of methadone treatment or a punitive drug rehab.

Reckitt’s sales strategy was borrowed from the playbook of another well-known pharmaceutical company: Purdue Pharma, the maker of OxyContin, the drug that had caused the problem Reckitt Benckiser was claiming to solve. Reckitt even poached its salesforce from Purdue Pharma.

Among the original representatives hired from Purdue Pharma was Gail Groves Scott, a curly-haired suburban mom from Pennsylvania who had fallen into pharmaceutical sales years ago, almost by accident. Fast-talking and perpetually chipper, Scott immediately took to sales. She was good at it. But at Reckitt, she felt a higher calling. Her job title was not “sales rep” but, rather, “clinical liaison.” And she had a lofty mission. Her role wasn’t just to sell Suboxone but also to convince the medical system and the country that addiction was a medical disease that could be treated with a pharmaceutical. Further, that addiction should not be stigmatized or criminalized, but instead should be treated by medical professionals.

Many insurance plans at the time did not pay for addiction treatment or for medications like Suboxone, so this was an uphill battle. Gail had a sales territory, and every day she went out to visit doctors, take them to lunch or dinner, and educate them about Suboxone. “It’s very high pressure,” she said. “You’re taught constantly… How do you analyze each doctor’s style? How do you influence them?” And like Purdue Pharma, Reckitt poured money into patient advocacy organizations, paid for continuing medical education seminars, and rewarded doctors with meals, “dinner programs,” and lucrative speaking gigs.

In the early years, much of Gail Scott’s job involved convincing doctors to sign up for the waiver, a process that required doctors to take a training session, take a test, and sign a form called a “notice of intent” that was then sent to the Substance Abuse and Mental Health Services Administration (SAMHSA) for approval and forwarded to the DEA.

It often took months to convince a doctor to file the notice. Most didn’t want to be bothered. They didn’t have time to take the eight-hour training session and “some of them were intimidated by the subject,” Gail said. This is where her “clinical liaison” title came in handy. It lent the impression she had medical training and expertise, so many doctors trusted her guidance. She made the process as easy as possible for them. She directed the doctors as they took the test, read and signed the form, sent the form for them, then followed up with the agencies if there was a delay. The more doctors who had this waiver, the more they could serve the growing ranks of people in need. “We were trying to do what we saw as a public health service,” she said.

To motivate Scott and the other clinical liaisons, Reckitt instituted the same incentives as Purdue Pharma. Sales reps tracked how much doctors were prescribing and encouraged them to prescribe more. The sales reps had sales goals and bonuses. They received rankings and prizes. Every year, Reckitt sent its sales reps on all-expense-paid trips to locations like Barcelona, Rome, and Hawaii for their sales meetings, where the company gave out those awards to their most successful reps.

Thanks to the work of Scott and other reps, doctors like Larry Ley did sign up. But after all these aggressive sales efforts, most of the providers were not primary-care doctors; they were doctors already providing addiction treatment services, such as at methadone programs. Even worse, because of the DEA-imposed limits, many of the doctors who were willing to prescribe Suboxone were still required to limit their rosters to 30 patients. By 2003, an estimated 4.7 million people nationwide had reported abusing prescription opioids, but only 616 doctors had obtained waivers to prescribe buprenorphine.

With his 6-foot, 3-inch frame and ornery disposition, Larry Ley probably was not the kind of doctor Biden and the other lawmakers had in mind when they passed the legislation. “I thought he was mean at first, to be honest,” recalled former patient Cameron Drury. “He kind of growls.” Larry’s younger brother, a dentist, joked that he had gone into dentistry because of his social skills but Larry had gone into surgery because he lacked them. “You always look up to your surgeon,” Tom Ley said. “You don’t have to have a big convo with the guy.”

There was another reason Larry had gone into surgery, and why he was interested in prescribing Suboxone: Larry liked money. And he saw business potential in an epidemic that had created an ample customer base. Suboxone certainly had more promise than any of his previous entrepreneurial efforts, most of which had failed. Like the one time Larry invested in a children’s clothing boutique in a “K-Mart town,” as his brother liked to call it. Or the time a drinking buddy convinced Larry to turn over his credit card to fund an innovative way to build concrete walls. “In the middle of the night he disappeared into the hills of West Virginia,” Larry recalled. “Nobody could ever find him.” Or the worst of his failures, a factory that manufactured animal-blood pellets to feed fish farms. “To this day, I don’t know why it didn’t fly,” Larry said.

In Indiana, there were two dozen providers throughout the state. Not nearly enough to meet the demand. And many were like Larry—physicians with prior disciplinary problems or even past addiction problems of their own. Larry Ley was one of the few to get his waiver, and one of the few who decided to use it.

The 30 people in Larry’s group were young. Many had started off abusing drugs they’d swiped from their parents’ medicine cabinet or had been prescribed pills themselves. But when the supply of pills dried up, they began abusing heroin. They fell behind their peers, dropped out of school, got kicked out of their homes, stole and got arrested, or became homeless. They were devoted to finding their next fix so as to stave off withdrawal symptoms, which start mere hours after the drugs have worn off. “Opiate withdrawal is horrendous,” Larry said. “It’s like the worst flu you’ve ever had, times ten. Every muscle of your body aches. You’re having profuse vomiting, severe diarrhea. On top of it, opiate withdrawal causes profound insomnia. So, you can’t sleep, you’re having all kinds of GI problems, you’re sweating, you’re diaphoretic. It’s hell.” Larry watched as, with buprenorphine, his patients became functional again, almost overnight. “Some of those thirty would have been dead if it wasn’t for Suboxone.”

Larry met the patients weekly. He gave lessons on the science of addiction, the patients shared stories, and Larry counseled them on their lives. Katy Jo Dalton had started using heroin with a boyfriend, and after they broke up, she couldn’t stop. She tried a 28-day rehab, but her insurance kicked her out after 14 days. At another program, she’d started on Suboxone, but when she finished the program, the employees didn’t tell her how to get more. Within a day of returning home, she was in the thick of withdrawal. Her father, fearing she would track down heroin to relieve herself, took the day off work to watch her. Finally, after making call after call, Katy Jo reached Larry. He told her he would have room for her in two days.

After another two days of illness, Katy Jo walked into Larry’s office and received her Suboxone prescription. She instantly felt better. During her next visit to Larry, he spent an hour with her and advised her to make changes in her life. Larry was like many doctors she had experienced—older, stern, kind of pompous. But she had never before met a doctor so willing to talk about addiction, including his own. Her boyfriend at the time was still using. Larry advised her to dump him, and she took the advice. Another patient might have found it patronizing or an overstep, but she felt he cared. “He was kind of like a dad figure, in a way,” she said.

Meanwhile, Larry began to turn patients away. There were hardly any other physicians prescribing Suboxone in Indiana, or elsewhere in the United States, for that matter. Suboxone was supposed to revolutionize addiction treatment, destigmatize care, and place patients in the hands of medical professionals instead of the criminal justice system or a segregated program. But most doctors still viewed addicts with suspicion and wanted nothing to do with them.

Larry, on the other hand, was uniquely positioned to treat them. He’d had his own experience with substance abuse. He’d spent time in recovery programs and therapy groups, and he wasn’t afraid of people who were addicted. But the law forbade him from working with more than 30 patients at a time. His waiting list was growing. And meanwhile, there wasn’t really anywhere else to send them. Across the country, the treatment options as a whole were slim—even in a wealthy Los Angeles suburb, something a white upper-middle-class mother named Wendy McEntyre knew a lot about.
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